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o0 TIAL COMME E @%&'EW&Et of my knowledge and belicf, as
Y an apenf & Boyd Nursiog & Rehabilitation
AMENDED ' an W },‘ i Y, ;ﬁ following plan of corrcction
A Recertification and an Abbreviated Survey, consbi g p 2 witten allegation of substantial
related ta ARO #KY00015339, ARO Wy, | comp P with Federal Modicare and
#KY00015401 and ARO #KY00016404, was ieajd Requirements.
conducted on 00/21 -24/10. ALite Safety Code ) . .
Survey was conduoted on 09/22/10. Deficlencies Preparation and execution of this plan of
were cited with the highest scope and sevarity of correction does not constitute an admission
a 'F". ARO #KY00015339 and ARO : or agreement by_[he providf:r of the truth _ﬂf
#KY00015404 were substantiated with no the facts alleged or conclusions sct forth jn
deficiencies cited. ARO #KY00015401 was the alleged deficiencies. This plan of
............... | suhstantiated with deflolansig gHed.. — .. coim com s s [ correction 18 prepared and/ox ""“‘2!3}9@.3?9_‘?:‘).’. e o e
F 157 | 483.10(b)(11) NOTIFY OF CHANGES ' F 157| because itis required by the provisions of
g8=D | (INJURY/DECLINE/ROOM, ETC) Federal and State Law.
Ajacliity must Immediately inform the resident, _
consult with the resident's physician; and if It is the policy of Boyd Nursing and 10/16/10
known, notify the residant's legal representative Rehabilitation Center to immediately mform. |
or an interestad family member when there is an the resident; consult with the resjdent’s
accident involving the resident which results in physician; and if known, notity the
injury and has the potential for requiring physician resident’s legal representative or an
intervention; a significant change in the residant’s interested family member when there is an
physical, mental, or psychosoclal stetus (i.e., a accident involving the resident which results
deterioration in health, mental, or psychosoclal in injury and has the potential for cequiring
status in elther life threatening condltions or physician intervention; a significant change
dlinlcal complications); a need to alter treatment in the resident’s physical, mental, or )
alqnlficantiy (i.e., a need to discontinue an psychosocial status (i.e., a deterioration in
existing form of treatment due to adverss health, mental, or psychosocial status io
consequences, of to commence a new form of either 1ife threatening condition or clinical
treatment); or a declslon to transfer or discharge complicarions); a need to alter reatment
the resident from the facility as specified in significantly (i.e., a need to discontinue an
§483.12(a). existing form of treatment dus to adverse
. N consequences, or to commence a new form
s | | S x ot e
or Interested family member when there is a discharge the resident from the facility as
change in room or roommate assignment as '
_ spocified in §483.15(e)(2); or a change in
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Any deflslency statama;ff ending with an aatmﬁ denotes a defictency which the Institution may be'excused from gorracting providing it 18 detarminod that

othar safaguards provida aufficlent proteciionto the patlents. (See Instructions.) Except fipr
following the data of survey whether or nota plan of correctton i provi

ded. For nursing homes, the above findings and plans of correctlon a

nursing homea, the findinge etated above are disclosabla 20 days

re dieclosable 14

days following the date these dooumenta are made avaliabls to 1he facdilty. |f deflclentles are elted, an approved plan of correction Is requlste to continued

program participation.
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resident rights under Federa! or State law or
regulations ag spacified in paragraph (b)(1) of
this section.

The facility must record and pariodically update
the address and phone number of the resident's
legal represantative or interested famlly member.

This REQUIREMENT Is not met as evidenced
by: .
Based on interview and racord review it was

_Ldeterminad the taclity feilad to inform Unsampled.

Alzi-Ne R it 3 L4 S

Resident #1's physiclan and family member of
olinjeal complications related to elevated blood
glucose levals.

The findings inciude:

Review of the facitities policy titied "Notification of
Changes", dated 08/01/03, revealed the purpose
of the palicy was to ensure that a resident and
their lapal representativa or famlly member are
informad of changes in thelr medical condition
and/or treatment.

The policy statement included the resident,
Resident's physician, and Resident's legal
represantative or famity member will be notified
when a life-threatening condition or clinical
complications, or need to gighiflcantly alter
treatment oceurs. The polioy indicated a licensed
Nurse was to notfy the Medical Doctor when a
change in health status oocurs, notify the
residant's legal representative or family member
unless the resident specifles they do not wish to
notify. The licensed Nurse was to document the
changes arid who was notified which would be

Plan a8 necessary.

entered into the Nurses notes and revise the Care

*r St ders Werc Tecelved and ofifled.” ™"

- The Physician visited Unsampled Resident
#1 on 09/30/10 related to her blood glucose

levels. New orders were recéived and
implemented. The family designee was
notified of the new orders on 09/30/10 by a
licenaed nurse.

All resident records for the previous 30 days
were reviewed by the Director of Nuraing or
designee by 10/11/10 to determine that
physician and family notification had
gcenrred as required. The physician was
notified of any identified issues. Any new

Director of Nursing and Administrator
reviewed Notification of Change and
Significant Change Policy on 09/30/10. No
changes were made.

All licensed nursing staf¥ received additional
education regarding the facilities
Notification of Change and Significant
Change policy. This education was
completed by the Director of Nursing on
10/06/10.

The Director of Nuxsing or designee will
review ten charts each businéss day for four
weeks (Monday-Friday) to ensure that
appropuiate notification has occurred. The
reaulis of these audits will be forwarded to
the weekly Focus Committec (a sub-
committee of the Continuous Quality

Improvement Committee). Results will also '

bé reviewed monthly by the Continnous
Quality Tmprovement Committee (CQY) for

—_— D — [FARVAV ]
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Review of Unsampled Resident #1 medical
record revealed the resident was admitted with
dlagnoses which ingluded Vascular Dementia and
Uncontrolled Type 1l Diabetes Melitus.

Review of the Medication Administration Record
(MAR) revesled instructions foi sliding scale
Insulin dosage based on blood sugar levels. It
wag noted for blood glucose levels above
four-hundred fifty (460) the Medical Dactor was to
be notifled.

Review of Unsampled Hesident #1's biood sugar
levels far the month of August revealed six (6)
Instances of the resident's blood glucose levels
being greater than four hundred fifty (450). The
dates and the levels included 08/04/10 blood
glucose level four-hundred ninety-six (496),
08/08/10 blgod glucose level four-hundred
sixty-nine (469), 08/10/10 blood glucose level
four-hundred ninety-two (492), 08/18/10 blood
glucose leve! five-hundred twenty-six (528),
08/23/10 blood glucose levei tour hundred
aighty-nine (489) and 08/29/10 blood glucose four
hundred eighty-two (462).

Review of the Nurses' Notes for the month of
August 2010 revealed no documented svidence
the Medical Doctor was were nolified of five (5) of
the six {6) incidents of Unsampled Resident #1's
elevated blood sugar levels. The Nurses' Notes
indicated the Medical Doctor was notlfied of the
oceurrenae on 08/18/10. Howevsr, the review
revaaiad no documented evidence the family was
notifled of any of the resident's slevated blood
sugar levels.

Review of Unsampled Resldent #1's btood sugar

“further monitoring and continued
compliance. The committee will determine,
based on the resuits of audits received, how
long monitoring should continue.
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levels for the month of September revealed three
(3) instances when the resident's blood glucose
tsvels were greater than four-hundred fifty (450).
The dates and the levels included 09/01/10 witha
blood glucose level of four-hundred ninety-two
(492), 08/10/10 with a blood glucose level of
five-hundred thirty-three (533) and 08/11/10 with &
blood glucose level of four-hundred fifty-aight
(458).

Review of the Nurses' Notes for the month of”
September 2010 revealed no documented

__| evidence the Medical Doctor and/or family,were_ .|__. ..

notified of the resident's elevated blood sugar
levels on 09/01/10 and 09/11/10. When the family
was notiflod of Unsampled Resident #1's elevated
blood sugar on 08/10/10 about the resident was
sent to the hospital per the family's request.

Interview with the Director of Nursing (DON), on
08/24/10 at 3:00 PM, revealed nursing staff weore
to document when the Medical Dogtor was
notifled. After the DON reviewed the MAR for
Unsampled Resident #1 the DON stated that
when the resident's blood glucose levels were
greater than four-hundred fifty (450) the nurses
should have notifiad the Medical Doctor and
documented the Doctor had been notified of the
Incident.

483.13(a) RIGHT TO BE FREE FROM
PHYSICAL RESTRAINTS

The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident's medical symptoms.

This REQUIREMENT ig not met as evidenced

F 157

Ti is the policy of Boyd Nursing and 16/16/10
F227| Rehabilitation Center to ensure that
residents are free from any physical
restraints imposed for purposes of discipline
or convenience, and not required to treat the
resideat’s medical symptoms.

The selfreleasing seat belt for Resident #1
was assessed by the IDCPT

FORM CMS-2567(02-68) Previous Varsions Obsalsle Event ID:WJFW
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Based on ohservation, interview and record,
review it was determined the facllity failed 10
snsure one (1) of fifteen (13) sampled residents
had a medical symptom noted related to the use
of physical restraints (Resident #1). The facllity
failed to ensure the Physlician's order included &
speciflc diagnesis or medical symptom related to
the use of a physical restraint for Resldent #1.
Also, the facility falled to conduct & pre-restraint
‘avaluation, falled to notify the responsible party
related 10 the risk versus benefits of the restraint

Lt L r——

The findings include:

Revlew of the faciity's Restraint Policy and
Procedure, dated 08/01/03, revealed tha meadical
reoord should show evidence that methaods other
than restralnts wase inltlally used and that
restraints were used only when other methods
was not adequate. Further review of the policy
revealed the Plan of Care for the restricted
resident must detall plans for glternative
measures and perlodic re-eveluation of the
resident. Continued review of the policy revealed
the Physlcian order must Include a specific
diagnosis or medioal symptom.

Review of Resident #1's medical record revealed
the resident was adminted to the facillty on
02/12/10, with diagnoses which included
Congestive Heart Failure and Psychasis,

Review of the Resident Asgessment Protocol
Summary (RAPS) dated 02/25/10, revealed the
facility noted the resident had a history of falls at
homs. Review of the rasident's Plan of Care,

dated 02/25/10 (last reviewed on 08/12/10),

‘MDSC (minimom data set coordinator) on

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
preex | . (EAGH DEFICIENGY MUSY 88 PRECEDED BY FULL.. PREFIX (EACH CORRECTIVE ACTION S8HOULD BE covhLETION
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DEFICIENGY) .
F 221 | Continued From page 4 F 221

(Interdisciplinary Care Plan Team) on
09/22/10. All required dotumentation
including, but not limited to, assessments,
physician order, consent, risks and benefits,
and care planning were completed by the

09/22/0.

Any Resident utilizing a device that could
potentially meet the crlteria of a restraint
was yeviewed by the DON/Designee on
10/8/10. Any device deemedtobea
restraint was reviewed by the DONon_

10/8/10 10 ensure that all documentation
including, but not limited to, assessment,
physician order, consent, risks and benefits,
and care planning, were documented ia the
medlcal record.

The IDCPT and all licensed staff received
additional education by the DON on
10/11/10 regarding the RAT criteria utilized
to determine what constitutes a restraint and
the documentation requirexnents that must
be included in the medical record.

The DON/Designee will conduct audit
weekly for four weeks on all residents
utilizing a resiraint to ensure that required
documentation is mcluded in the medical
record. The DON/Designee will andit any
new restraint 1o ensure that appropriate
documentation is included in the medical
record.

The results of these audits will be forwarded
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revealed the rasident was al risk for falls due to
muscle weakness and decreased safety
awareness. Interventions included the use of an
alarming seatbelt when up in a wheelchair.

Review of Resident #1's Quarterly Minimum Data
Set (MDS) dated 08/12/10 revealed the resident
was assessed by the facility as being moderately
impaired in.gognitive skllis and reguired extensive
assistance with activitles of dally living (ADLS).
The facllity assessed the resident as using a
trunk restraint, dally. .

Heview of the current Physiclan orders, dated
September 2010, revealed an order for a self
reloasing alarming seatbelt when up in a
whaelchair, no medical symptom was |dentffied.

Observation of Resident #1 on 08/21/10 at 1:00
PM, 65:00 PM, 08/22/10 at 7:25 AM, 8:30 AM, and
3:00 PM, revealed a seatoell was utilized when
residont was in the wheelchalr,

Further review of the medical record revealed
there was no documented evidsnoe a
pre-rastraint agsessment had been completed
prior to the use of the seaibslt/restraint, In
addition there was no evidence the risk varsus
benefits were explained to the responsible party
or a consent obtained from the responsible party
related to the use for the seatheit/restraint. Nor
was there any documented evidence of a
physiclan's order reflecting the presence of a
medical symptom related to the use of this
restraint.

Interview with the MDS Coordinator, on 09/22/10
at 4:13 PM, confirmed therg was no signed
congent formn related to the use of the

to Weekly Focus Mesting to determine that
all appropriate docwmentation is recorded
and follow-up in place. The results will be
forwarded to the monthly CQl Committee
for firther monitoring and continued
compliance. ' :
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The services provided ar arranged by the factlity
mugt meet professional standards of quallty.

| This REQINREMENT is. not mat as evidenced....|....

py:

Based on observation, intarview, and record
review, it was determined the facllity failed to
engure garvices were provided which-met
professional Standards of Quality Care and were
provided according to Standards cf Clinical
Practice for ane (1) of fifteen (15) sampled
residents (Resident #3), and one (1) Unsampled
resident (Resident #A). Resident #3 was allowed

_| to self administer medication however, was
assossed by the facility as not having the abllty to’

self adminlster medications. Unsampled
Resident A had a physician’s order to notify the
physiclan. of biood sugar reading of over 450.
However, there was no documentad avidence this
occurred, consistently.

The findings include:

1. Review of the clinicad record for Resident #3
revealed in the Assessment For Ability to Seif
Administer Medications which revealad the -
response t0 the assessment question "Is the
resident able to correctly demonstrate proper
administration of nebulized or Inhaled
medlcations?* was " no" for the assessment

provided or arranged by the facility shall
meet professional standards of quality.

ability to administer own medications on
|..09/29/10. The Physician was notified of

resident's stats of utilizmg the inhaler on
09/29/10. No new orders recsived.

Physician visited unsampled Resident #1 on
09/30/10 telated to her blood glucose levels.
New orders were received and imp)emented
by the charge nurse.

All resident records for the previous 30 days
were reviewed by the Director of Nursing or
designee as of 10/11/10 to determvine ourrent
orders are noted appropriately and
implemented as directed by the physician
according to Professional Standards of
Practice.

All qurses received additional education
regarding the following Physician Orders as

Professional Standards of Practice. This
education was completed by the Director of
Nursing on 10/06/10.

Resident #3 has been re-assessed to determine

directed by the Physician policy according to

DMS KY WIUUY
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seatbelt/restraint in the resident's medical record.
The MDS Coordinator stated we must completé a
restraint assessment and obtain a consent form
for restraint use, but | can't find it anywhere in the
resident's medical record. . , . . .
F 281 | 483.2009(3)() SERVICES PROVIDED MEE F 297/ tis the policy of Boyd Nursing and 10/16/10
PROFESSIONAL STANDARDS Rehabilitation Center fo agsure services
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dates of 06/26/10, 06/11/10, and 08/10/10.

Observation of Resident #3 on 09/22/10 a1 8:15
AM revealed Licensed Practical Nurse (LPN ) #2
handed Resident #3 his/her Spiriva Inhaler.
Resident #3 inhaled and immediately exhaled the
inhalation.

interview with ( LPN) #2 on 08/22/10 at 8:20 AM,
who provided the inhaler 10 the rasident, revealed
the resident could not hold the Inhalant because
the residant panics and thinks he/she cannot
breathe when holding his/her breath the raguired

time needed 1o absorb the dose, Further
interview revealed LPN #2 thought Resident #3
wae not effectively using the inhaler medication.

Interview with the facllity Director of Nurees, on
00/24/10 at 1:20 PM, revealsd she expected any
nurge at the facllity to be aware aof a physician's
order noting & resldent cannot self administer
their medications. Further Interview revealed if
re-education of the proper technique for
medication inhalation was not effective, the
correct prosedura would be to notlfy the physician
of the resident's inability to use the inhaler

properiy.

Review of the Nursing 2010 Drug Handbook
revealed the correct administration of the Spiriva
Inhaler to be the tollowing: prior 10 using the
inhaler, the user needs 1o breathe out, expelling
as much air ag posslble, then seal his/her mouth

around the mouthpiece, and inhale deeply as the |’

doss s released. The uger should then hold
hig/her bragth for several seconds, remove
mouthpiece, and exhale slowly.

2. Review of Unsampled Resident #1's medical

The Director of Nursing or designee will
Teview ten charts each business day for four
weeks to ensure that all physician orders are
followed as directed by the physician. The
results of these audits will be forwarded to
the weekly Focus Committee. Results will
also be reviewed monthly by the CQJ
Committee for further monjtoring and
continued compliance. The committee will
determine, based on the results of audits
received, how long monitoring should
continue,
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record revealed the resident was admitted with
diagnoses which included Vascular Dementia and
Uncontrolled Type I Diabetes Mellitus.

Review of Unsampled Resident #1's Madication
Adminlstration Record (MAR) revealed a sllding
soale insulin dosage based on the resident's
blood sugar levels: The MAR noted that if the
resident's blood glucose lavels were above
four-hundred fifty (480) the Medical Dactor (MD)
was to be notified. :

Unsampled Resldent #1's MAR was reviewed and
revealed biood sugar ievels for the month of
August Included the following: on 08/04/10 the
residant's blood glucose level was tour-hundred
ninety-six (496); on 08/08/10 the blood glucose
| level was documented as four-hundred sixty-nine
. | (469); on 08/10/10 the resident's blocd glucose
level was notad to be four-hundred ninety-two
(492); on 08/48/10 the blood glucose level was
five-hundred twenty-six (526), on 08/23/10 blood
hisier glucose level was four hundred
sighty-nine {486) and on 08/29/10 the resident's
blood ‘giucose level was documentsd 10 have
been four hundred eighty-two (482).

Review of the August 2010 Nurses' Notes
revealed no documented evidence the facility
notifled the MD related to the resident’s elevated
blaod sugar levels on 08/04/10, 08/08/10,
08/10/10, 08/23/10 and 08/29/10.

Unsampled Resident #1's MAR was reviewed and
revealod blood sugar tevels for the month of
September included the following: on 09/01/10
the blood glucose level was noted as being
four-hundred ninsty-lwo (492), on 09/10/10 a

.| biood glucose level of five-hundred thinty-three
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(533) was noted and on 08/11/10 his/her blood
glucase level of four-hundred fifly-eight (458).

Review of the September 2010 Nurses' Notes
revealad no documented evidance the MD was
notlfied of Unsampled Resident #1's elevated
blood glucose levels on 09/01/10 and 0/11/10. ‘

Interview with the Director of Nursing, on
00/24/10 at 3:00 PM, revealed nursing staft were
to document when the MD was notifled. The DON
reviewed this resident's MAR and stated the MD
_should have heen notified, by the nurse, relaled tof
the blood sugar levels above tour-hundred and
fifty (450).

emm e mrhe] = e rE——— —o i S ———————— T 4 o SR es s

Review of the facilitles policy antitied "Notification
of Changes* (dated 08/01/03) revealed the policy
statemnent Included the Resident's physician wil
be notified when a life-threatening condltion or
¢linical complications, or need to signiflcantly alter
treatment. The policy also inaluded that a
licensed Nurse would natify the MD when a
change in health status occurred and document
the changes, who was notifled and enter this into
the Nurses notes.

F 282 | 483.20(k)(3)(i) SERVICES BY QUALIFIED F 282
88«0 | PERSONS/PER CARE PLAN -

It is the policy of Boyd Nursing and 10/16/10
Rehabilitation Center to ensure services -

provided or arranged by the facility must be
provided by qualified persons in accordance

. . $ h 3 2 . ]
The senvices provided or arranged by the facility with oach resident’s written plan of care

must be provided by qualifled persons in

\ . ‘ The care plan for Residents #) was
x::rdgnce with each resident's written plan of reviewed and revised by the IDCPT on

9/24/1Q to ensure current interventions have
, been implemented as written.

This REQUIREMENT ig not met as evidenced "

by: The plan of care for each resident was
Based on observation, interview and recerd
review it was determined the facility failed to
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‘Digease and "Didbétes.

. | infermation would te on the Care Flow Sheat,

engure the Comprehensive Plan of Care was
timplemented for one (1) of fifleen (15) sampled
residents (Resident #1). Resident #1's Plan of
Care included interventions related to the use of
Gerl Sleeves at 2!l times except for hygiens,
however this was hol abserved to have occurrad.

The findings include:

Review of Resident #1's madical record revealed
the resident was admitted to the facilly on
02/12/10, with diagnoses which include
Congestive Heart Fdilure, Chronic Kidney

Review of the Skin Plan of Care dated 09/16/10,
revealed Resident #1 had a skin tear to the left
forearm. The Plan of Care included an
intervention that the resident was o have Ger
Sleeves on at all times, except for hygiene.

Review of Resident #1's Physician orders, dated
September 2010, revealed a hand written order
for Geri Slesves to be utilized to bilateral arms at
all times except tor hygiene, due to decreased
skin Integrity.

Observation of Resldent #1 on 08/21/10 at 3:00
PM, 5:00 PM, 08/22/10 at 9:30 AM, 3:00 PM, .
09/23/10 at 8:30 AM, 2:00 PM and on 09/24/10 at
10:00 AM and 1:15 PM, revealed the regident
failed to have Geri Slooves on hlg/her arma.

Interview on 09/24/10 at 1:25 PM with State
Registerad Nurse Aide (SRNA) #8, who was
assigned to provide care for Resident #1,
ravealad she was not awarae the reskient was 1o
woar Geri Sleoves. The SANA indicated this

(Xa} 1D SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDEA'S PLAN OF CORREQTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
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. : : DEFICIENGY)
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- reviewed by the IDCPT to ensure that the
current plan of care is reflective of
individual needs. The plan of care was
utilized by the TDCPT to ensuve that all
recorded interventions were implemented by
10/15/10.

All nursing staff received additional
education by the Staff Development Nurse
on 09/29/10 regarding the importance of
implementation of individual interventions.

_The IDCPT received additional education by | .,
the DON on 10/13/10 regarding the
importance of ensuring implementation of
individual interventions via walking care
plan rounds sach week.

The Director of Nursing or designee will
audit all scheduled care plans for four weeks
and accompany the [IDCPT on walking care
plan rounds. Thereafter, the Director of
Nursing ot designee will audit at least two
care plans per week for 8 weeks to ensure
implementation of interventions. The results
of these audits will be forwarded to the
weekly Focus Committee. Results will also
be reviewed monthly by the CQT Committee
for further monitoring and continued
compliance. The committee will determine,
based on the results of audits received, how
long monjtoring should continue.
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Review of the Resident Care Flow Shest with
SANA #8 revealed the use of the Geri Sleaves to
bilateral arms were to be utilized. The BANA she
stated “Oh that's new | did not know". She further
stated she had not reviewed the Resident Care
Flow Sheet for Resident

#1, that day.

Imerview with the Director of Nursing (DON) on
00/24/10 at 2:05 PM, revealod SRNAs were to
review the Resldent Care Flow Shests sach shift _
and note anything new related to the resident's : -
care needs. i _Itisthe policy of Boyd Nwsingand 110/16/10

F 366 | 485.38(g) ASSISTIVE DEVICES “EATING £7369| Rehabihitation Center to provide special
§8=D | EQUIPMENT/UTENSILS eating equipment and utensils for residcats

who need them.,

The facility must provide gpecial eating equipment _

and utensils for resldents who need them. Resident #8 plan of care was reviewed on

10/07/10 by the IDCPT for accuracy. No

: changes were made to the plan of care.
This REQUIREMENT 'is not met as evidenced :

by: , . All residents utilizing assistive devices had
Based on observation and Interview, it was the potential to be affected by this practice.
d_et_ermineq the facility fa.llled to ensuré adaptive All residents currently utilizing assistive
dining equipment was utilized correctiy by one (1) .| devices were re-assessed for appropriateness
of flfteen (15) sampled residents (Resldent #8), by tae Director of Nursing or designee on
Resldent #8 had a Physiclan's order for the use of 10/13/10.

a scoop plate and the facllity assessed the need : .

for one as well. The scoop plate was provided The Rehab Manager provided additional

however, staff failed to positioned the plate in the

s ; .
manner which would be more effective for the education on 10/13/10 to all mursing staf{

regarding the appropriate use of varlous

resident's use. Assistive Device-Eating

The findings include: ‘Bquipment/Utensils

Review of Residant #8's medical record revealed The dDim:".Jlr of Nur s:lng or designee will
diagnoses which included Hemiparesis related to conduet daily avdits for a period of 4 weeks

an "old CVA", Chronic Airway Obstruction and
Esophageal Reflux
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Review of the Annual MDS,with an assessment
date of 07/09/10, revealed the facility assessed
Resident #8's cognitive skills as being moderately
impaired related to dally decision making. The
facility indicated the resident had moderate
Impairment with hig/her vision and required
supervigion while eating.

Review of the RAPS, related to the Annual MDS
dated 07/0910, revealed the resident used
adaptive equipment to aid with feeding hig/her

self. The RAPS Indicated the residentdidwell |

........ e -

Review of the Comprehensive Plan of Cars,
dated 07/14/10, revealed the facllity developed a
Plan of Care related to Rasident #8's difilculty
with swallowing and the use of a medical altered
diet. An intervention on th Plan of Care included
the use of a scoop plate, in order to make it
oasler for the resident 1o &at,

The Physician Orders, dated September 2010,
waere reviowed and revealsd an order for the use
of a scoop plate. .

Observation of the evening meal on 08/2210 at
5:26 PM revealed Resident #8'a scoop plate was
provided. However, the scoop plate was placed
at an angle in front of the resident instead of the
"high" side of the plate facing the resident.
Further observation of the noon meal on 08/23/10
ravealad the scoop plate was observed to have
boen placed al an angle in front of Resident #8,

Interview with the Directar of Nursing (DON) and
Staff Development Nurse, on 08/22/10 at 5:35
PM, revesled the scoop plate should have been

4 1D SUMMARY BTATEMENT OF DEFICIBNGIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PREGEOED BY FULL PREEX (§ACH CORRECTIVE AQTION SHOULD BE comgksﬁﬂon
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CADSS-ABFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 369 F 369

to determine that adaptive equipment is
properly usad by nursing staff. Results will
be forwarded to the weekly Focus Meeting.
Results will also be reviewed monthly by
the CQI Cotmmittee for further monitoring
and continued compliance. The committee
will determine, based on the results of audits
received, how long monitoriog should
continue.
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The fagility must -
(1) Procure food from sources approved or
considered satistactory by Federal, State or local
authorities; and '

(2) Store, prepare, distribute and serve tood
under sanitary conditions

This AEQUIREMENT s not met as evidenced
by:

Based on observation, interview, and racord
review It was datermined the facility failed to
store, prepare, distribute and serve food under
ganitary conditions. As evidenced by pans stored
wet and the mixer stored dirty. The body of the

| thermometer was observed to be Ingerted into the

oatmeeal while checking the temperatures on tray
line and was not cleaned before continuling to
check food temperatures. Foods were
transported from kitchen on open cart to resident
tray line In the dining area and inappropriate hot
tood holding temperatures wera noted on the
resident {ray line in the dining area.

The findings included:

1. Observation on 08/21/10 at 10:35 AM revealed
three (3) hotel pans stored wet. Interview with the
Dietary Manager on 09/21/10 at 10:36 AM
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set In front of the resident with the “nigh* side
toward the resldent, Further interview revealed
staff should have been monitoring the resident for
correct usage df the plate. [t is-the policy of Boyd Nursing and 10/16/10
F 371 | 483.35(i) FOOD PROCURE, F371| Rehzbilitation Center to store, prepare,.
ss=F | STORE/PREPARE/SERVE - SANITARY distributs, and serve food under sanitary

conditions.

Wet pans, mixer and thermometer were
sanitized 09/21/10 by dietary staff.
Food was propexly covered when
transported by dietary staff on 09/22/10.
—nn|-—Labels on prepared food were checked and ...
properly labeled by dietary staff on
09/22/10.

Facility and Regional Maintenance
personnel checked buffet steam table to
ensure in proper working order. No jssues
were found. Dietary department started
10/26/10 to use steam versus dry heat to
maintain proper holding temperatures. Food
temperatures at taken at the baginning and
middle of each meal service by dietary staff.
Temperatures are recorded on the
temperature log.. This log is reviewed daily
by Dietary Manager. No further jssues have
been noted. :

Sanitation audit including but not limited to
labeling, tempersture logs, storage of pans,
and dishwashing techniques was conducted
by the Dietary Manager on 09/26/10. No
further sanitation issues were found.

Policies and procedures for storing,
preparing, distributing and serving food
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under sanitary conditions were reviewed by
the Dietary Manager on 09/27/10. No
changes were made to these policies.

revealad all dishes should be air dried before
storing.

2. Observation on 09/21/10 at 11:40 AM revealed
the mixer was stored with a sticky brown
gubstance pooled In the bottom. Interview with
the Distary Manager cn 09/21/10 at 11:40 AM
revealed the substance may have been from
when the oven hoods were cleaned. Review of
dacumentation, provided by the facliity, revealed
the contract clsaning company had last cleaned
the hood on 06/10.

Bducation was provided to all distary staff
by the Dietary Manager on 9/28/10
rogarding the facility policy and procedures
for storing, preparing, distributing and
serving food under sanitary conditions.

The Dictary manager will conduct daily
audits Monday throngh Friday for fonr
weeks and then weekly thereafterto |
ensure that dietary staff is compliant with
the facility protocols regarding storage,

3 QObservation on 00/25/10 at 737 AM revealed |~
temperatures being taken with a digital

thermometer, where the temperature read out

thermometer by Cook #12, Whita taking the
temperature of the oatmeal the hody of the

preparation, distcibution and service of food.
The results of these audits will be forwarded
to the weekly Focus Committee. Results will

was focated, was dipped Into the low
concentrated sweet catmeal and was not cleaned
along with the meta) prong used to measure the
temperatures for eight (8) additional food items.
The foods that had temperatures taken after the
thermometer body was solled Included the regular
oatmeal, ground sausage, pureed sausage,
puresd eggs, bacon, toast, milk and blscuits.

also be reviewed monthly by the CQI
Committee for further monitoring and
continued compliance. The cornmittee will
determine, based on. the results of audits
received, how long monitoring should
continue,

Interview with Cook #12 on 08/22/10 at 8:40 AM
revealed the tharmomaeter should have been
completely cleaned before continuing with taking
tha temperatures of the food.

4, Observation on 09/22/10 at 8:20 AM reveated
food was transferred from the resident tray line in
the kitchen to the buffet style resldent tray ling, in
the main dining area. The food items were
transferred on a three level cart and were
observed not to be covered during the transpon.
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5. Observation on 08/22/10 at 8:20 AM revealed
Inappropriate hot food holding temperature on the
buffet style resident tray line. The ground
sausage was noted to be held at one-hundred
angd twenty-four (124) degrees Fahrenheit, and
bacon was noted to be held at ninety-one (91)
degreea Fahrenheit,

Interview with the Distary Manager on 09/24/10 at
4:30 PM revealed the hot holding temperatures
on regldent tray line should be at least
one-hundred and fifty (160) degrees Fahrenheit.

were obgerved to be in oven one (1) which was
not labeled. Pureed carrote were dated and
tabeled 08/19/10 to use by 09/22/10 and
cheeseburger was dated and labseled 09/20/10
use by 08/22/10.

Interview with the Distary Manger on 09/21/10 at
10:32 AM revealed the cook had stated she made
the itamns in the bowls this morning and had dated
them wrong. She further indlcated she had thrown
the food away because she was not sure the
bowls were aven proof. ‘

483.65 INFECTION CONTROL, PREVENT
'SPREAD, LINENS

The facility must establish and malntaln an
tnfection Control Program designed to provide a
safe, sanitary and comfortabte environment and

_| to help prevent the development and transmission

of disease and infection,

{a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1) Investigates, controls, and prevents infactions

& Obvervation on D/Z1/10 &t 10:38 AMbowis |~

Far

F 441] 14 is the policy of Boyd Nursing and

Rehabilitation Center to establish and
maintain an nfection control program
designed to provide a safe, sanitary, and
comfortable environment and to help
prevent the development and transmission of
disease and infection. :

Resident #10 Foley catheter and tubing was
secured and placed in a canvas bag on
09/24/10 by nursiog staff.

10/16/10
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F 441 | Continued From page 16 F 441 _ _
n thé tacilty; On ?lZ'H 10, the Dlractor.of Num_ng ot
(2) Decides what procedures, such as Isolation, desipnee assessed all residents with a foley
should be applied to an individual resident; and catheter to ensure the catheter was secured
(3) Malntains a record of incldents and corrective in 3 canvas bag.
actions ralated to infectlons. R i
On 10/04/10, the Administrator, Director of
(b) Preventing Spread of Infection Nursing and Laundry Supervisor reviewed
(1) When the Infection Control Program infection control policies contained in the
determines that a resident needs Isolation to facility Infection Control Mammal. No
prevent the spread of infection, the facility must changes were made to these policics.
isolate the residant,
(2) The facility must prohibit emplayees with a All staff were re-educated by Staff
o....| communicable disease or infected skin lesions | | Developmenton 10/13/10 regarding |
from direct contaot with residents or thelr food, if importance of proper procedures ta heip
direct contact will transmit the disease. prevent the development and transmission of
(3) The facility must require staff to wash their disease and infection. This included, but
hands after eagh direct resident contact for which was not limited to, handwashing techniques
hand washing is indicated by accepted and the handling of foley catheter bags, usc
professional practice. of gloves and standard precautions.
(¢) Linens ; The DON/Designee will monitor staff
Perzonne! must handle, stare, process and compliance with facility infection control
transport linens so as to prevent the spread ot protocols daily for four weeks. This.
infaction, included, but not limited 1o, handwashing
techniques and the handling of foley catheter
bags, use of gloves and standard
. ) . precantions. Any staff member devieting
g;t.!s REQUIREMENT s not met as awdenced from proper protocol will be educated at that
Based on observation, Interview, and record gme' 'S}m r?;"’ltﬁr:m be f°rm.’1rded w0 the
review it was determinad the facility failed to focus oot tgh- ¢ vesults will also ].m
provide a sanitary environment to help prevent orwarded to the monthly CQI Committee
the development and transmission of disease and Mesting for further monitoring and
infection by direct care staff. The faollity failed to continued compliance.
ensure staff performed hand washing when , .
needed, prevent the use of bare hands wtiite The Staff Development Coordinator reviews
admlnistrating medieatian, and falled to ensure -~ and tracks infection rates on a daily basis to
the uae of catheter bag covers. monitor for rends and pattems. The results
FORM CMS-2607(02-99) Fravious Vergions Gbsclele Evanl ID:WJFWH Facility 10: 100689 if continuatlon sheet Page 17 of 19
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‘which Included speclfic content on handwashing.

The findings include:

Reviow of the facility's "Handwashing and Hand
Hygiene - All Staff" policy revealed the following
examples of when hand hygiene was indicated:
Before and after contact with & resident; Before
preparing medications and as appropriate
throughout medication distribution; and, Before
and after feeding a resident.

1. During the medication pass on 08/22/10 at
7:50 AM LPN #2 was observed to prepare a

_| Spiriva capsule (inhalation/respiratory track) with |

her bare hands and administer this medication to
Resident #3, This LPN was observed 10 apply &
transdarmal medication to Unsampled Resident B
and Tailed to wash her hands after making contact
with Resident #B's skin, LPN #2 administered an
inhaler mediation to Unsampled Rasident C and
was observed to not wash her hands after the
medication was provided.

Interview with LPN #2 on 09/22/10 at 8:50 AM
revealed it was inappropriate to directly touch the
Spiriva capsule with bare hands. Further
interview revealed she did not wash her hands
after contact with Unsampled Resident B's skin
and should have done so. LPN #2 indicated the
fallure 1o wash her hands after administering the
inhaler medication was inappropriate.

Record review revealsd LPN #2 had completed a
Continuing Education inservice, provided by the
facility on 08/21/10. The inservice provided was
antitied "An Introduction To Infestion Control”,

2. Record review for Resident #10 revealad
diagnoses which ingluded Dementia, Chronic

4) 1D BUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION )
REFIX {EACH DEFICIENCY MUSY BE PRECEDED 8Y FULL PREFEX (EACH CORRECTIVE ACTION SHOULD BE CDMDPA-FE“ON
TAG AEGULATORY OR LSG IDENTIRYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE:

DEFICIENCY)
F 441 | Continued From page 17 F 441

are forwarded to the weekly Focus Mceting,
The committee reviews the reports and
identifies trends, patterns, or problems that
might reflect the development of healthcare
associated infections. The results are
forwarded to the monthly CQI Committec
for further monitoring and continued
compliance,
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- | Observation, on 08/23/10 at 4:30 PM, revealed

Urinary Tract Infections, and Urinary Retentlon.

Resident #10 was noted to be lying on a low bad
on hisfner right side. The resident's catheter
tublng was noted to exit the resident's pant leg,
was attached to a catheter bag, with the tubing in
contact with the floor. Observation on 08/24/10
at 12:10 PM revealed Resident #10 sitting at the
bedgide with the catheter tubing and bag lying
directly on the flaor.

{nterview with Certified Medication Technician

(CNIT) #7, on 09/24/10 at 1:10 PM, revealed the |
cathater bag should have been In & catheter

cover bag. CMT #7 indicated the catheter bag
shoyld always be in a cathater cover bag when
the resident was in the bed, She stated the tubing
should alsa be In the bag due to the risk of
infection,

3. Observation during the evening meal, on
08/21/10 at 5:35 PM, revealed SANA #3 wiped &
resident's mouth with a napkin using her bare
hand and then proceeded 1o feed another
Resident. SANA #3 was observed to touch her
hair, soratch her face end continue to fesd the
resident, SRNA #3 adjusted a resident's glasses,
then proceaded to feed another Resident.

Interview with SRNA#3, on 09/21/10 at 6:10 PV,
revealed she was aware she had touched her
face and hair. She further indicated she was
supposed to wash or sanitize her hands after
touching anything else.

(4 1D SUMMARY STATEMENT OF DEFIQIENCIES v} ; (%5}
PREFDX (EACH DEFICIENCY MUBT BE PAECEDED BY FULL PREFIX (EACH CORRECTIVE ACGTION SHOULD BE mM;kﬁ;’ION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE
DEFICIENCY)
F 441 | Continued From page 18 Fa41
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K000 | INITIAL COMMENTS K000 To the best of my kowledge and belief, as
_ ! o an agent of Boyd Nursing & Rehabilitation
A Life Safety Code Survey was initiatad and Center, the following plan of correction
concluded gn 09/22/2010. The fallity was found constitutes a written allegation of substantjal
not to meet the minimal requirementa with 42 compliance with Federal Medicare and
Code of the Federal Regulations, Part 483.70. Medicald Reguivements.
The highest scope and severity deficiency
Identiled wasa " F " rati d execution Fthis plan o
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 02| o e oon cutlon of dis plan e
88=F or agreement by the provider of the truth of
Afire alarm system required for life safely is the fg;m a}:;geﬁ or cl;nclusi;ns set forth in
installed, ieated, and maintalned In accordance the alleged deficiencies. This plan of
with NFPA 70 National Electrical Code and NFPA corraction ia )
prepared and/or executed solely
72. The system has an approved maintenance because It is required by the provisions of
and testing program complying with applicable Poderal ar St:w Lain yHep
requirements of NFPA70 and 72.  9.6.1 4 . :
Tt is the policy of Boyd Nursing and 10/16/10
E c E !v E Rehabilitation Center to bhave a fire alarm .
system for life safety instatled, tested and
OCY 18 2010 maintained in accordance with NFPA. 7-
National Electrical Code and NFPA 72, The
systermn has an approved maintenance and
testing program complying with applicable
requirements of NFPA 70 and 72.
A sensitivity test on the smoke detectors was
This STANDARD I8 not met as evidenced by: conducted on 09/23/10 by Sentry Fire. Any
Based on record review and Interview, it was found issues were immediately corvecled.
determined the facility failed to maintain smoke
detactors accarding to NFPA standards. The Administrator educated the
Maintenance Director on 09/23/10
The findings Include: concerning the responsibility of the facility
. to ensure companies follow our expectations
Review of the faallity's log related to smoke in maintaining spections and checks as
detectors, on 09/22/2010 at 11:30 AM, with the they relate to regnlatory compliance.
Maintenance Direcior, reveated the facility could -
not produce evidence of a current senaitivity tost
for the smoke detectors. The last sensitivity test
(ABORATORY DIRGE' EFUSUPPLIER REPAEGENTATIVE'S S{GNATURE TITLE (x8) DATE
Adninistrator 10/15/10

Any deficiency staydment snding with

aatarisk () denctes a deflciency which the instiullon may be excused fram cofreoting providing 1t is determined that

other safeguardsfrovide aufflclent profection to the patients. (See Instruotions.) Except {or nursing homes, the findinga statod above are disclosabls 80 days
following the date of survey whether or nota plan of coreecilon Is provided. Far nursing homes, ihe above findings and plans of correclion are disgiosable 14
days followlng the date these documents are made avallabla to the faoslity. (f deflclencies are ciled, an approved plan of correclion s requisite to gontinusd -

program participatlan,
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10/15/10

was conducted was on 06/06/2008.

Interview on 09/22/2010 at 11:30 AM, with the
Maintenance Director, revealed the faallity refied
on a company o check the smoke detectors.

The Maintsnance Direotor conlacted the
company which inspects the fire alarm system
and was informed the company would visit the
facility on 09/23/2010 to test the sensitivity of the
smoke detectors,

Reference: NFPA 72 (1999 adition)

7-3.2.1* Detoctor sensitivily shall be checked
within 1 year after

installation and every alternate year thereafter.

_| After the second

requirad callbration test, if sensitivity tests Indicate
that the

detector has remained within its listed and
marked sensltivity

range (or 4 percent obscuration light gray smoke,
if not

marked), the length of time between calibration
tests shall be

permitted to be extended to a maximum of &
yoarg. If the fraquency

Is extended, racords of detector-caused nulsance
alarms

and subsequent trends of these alarms shall be
mantained. In :

zones or-n areas where nuisance alarms show
any Increase over

the pravious year, calibratlon tests shall be
performed.

To ensure that each smoke detector is within its
listed and

marked sensitivity range, it shall be tested uging
any of the fallowing '

Manager, Dietary Manager, MDS
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The Maintenance Divector Is to keep a
tickler system to ensure all inspections and
checks are done timely. The Maintenance
Director reports any disorepancies to the
monthty safety committee for review. The
Safety Committee consists of the Payroli
Clerk, Administrator, Director of Nuzsing,
Housekeeping/Laundry Supctvisor,
Maintenance Director, Activities Director
and Dietary Manager. The Safety
Commitiee then forwards any concerns to
the monthly CQI committee, consisting of
Housekeeping/Laundry Supervisor,
Maintenance Supervisor, Business Office

Coordinator, Staff Development
Coordinator, Activities Director and Social
Service Director for any needed follow-up.
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{45
SHOULD BE COMPLETION

K052 | Continued From page 2

methods!

(1) Calibrated test method .

(2) Manufacturer ' 8 calibrated sensitivity test
instrument

(3) Listed contral equipment arranged for the
‘PUrpoOBa - :

(4) Smoke detector/contro! unit arrangemant
whereby the

detector causes a signal at the contra! unit whers
its sensitivity

.| 1s outside its listed sensitivity range

(5) Other calibrated sensitivily test methods
approved by the

authority having jurisdiction

Deatectors found to have a sensitivity outslde the
listed and

marked sensilivity ranga shall be cleaned and
recalibrated or

be reptaced.

Exception No. 1; Detectors listed as field
adjustable shail be parmitted

to bg either adjusted within the listed and marked
sensitivity range and

cleaned and tecallbrated, or thay shall be
replaced. :

Exception No. 2: This requirement shall not apply
to single statlon detectors

referenced in 7-3.3 and Table 7-2.2.

The detector sensitivity shall not be tested or
measured

using any device that administers an unmeasured
concentration

of smoka or other aerosol into the detector,

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD
§8=F . :
If there is an autoriatic sprinkler system, it fs
Instafled in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide camplete coverage for all partions of the

K 0562

K 066

It is the policy of Boyd Nursing and 10/16/10

Rehabilitation Center to have

system installed in accordance with NFFA
13, Standard for the Tnstallation of Sprinkler

a sprinkler

FORM CMS-2667(02-99) Provious Veraions Cbanlme Evant ID: WIFW21
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buliding. The system is praperly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protaction Systems. It [s fully
supervised. There is a rellable, adequate wabsr
supply for the system. Requlred gprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
bullding fire alarm system.  18.3.5

This STANDARD is not met ag evidenced by
Based on obgervation and interview, it was

| determined the facility failed to ensure the

sprinkler system was maintained according to.
NFPA standards.

The tingings include:

Otservation on 09/22/2010 at 10:38 AM,
revealed the eprinkler systems accelerator valve
was In the off position. The cbservation was
conflrmad with the Maintenance Diractor.

fnterview on 00/22/2010 at 10:38 AM, with the
Maintenance Director, revealed he was uneure
of why the accelerator valve wasg in the off
position. The Malntenanace Director contacted the
company which provides service and inapection
for the sprinkler systom and this revealed that the
accelerstor vaive should not be in the off position.

Feference: NFPA 25 (1988 edition)

9-3.3 Inspection.

9-3.3.1 Al valves shell be inspected weekly.
Exception No. 1; Valves secured with locks or
supervised in acocordance with applicable NFPA

| NFPA 25, Standard for the Inspection,

tickler system to ensure all inspections and

(XD BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX {EACH COPRECTIVE ACTION SHOULD 88 COMPLETION
TAG ABGULATORY OR LBC IDENTIFYING INFORMAYION) TAG CROS&-REFERENCED TO THE APPROPRIATE CATE
. DEFICIENGY)

K 058 | Continued From page 3 K 056

Systems, W provide complete coverage for
all portions of the building. The system is
properly maintained in accordance with

Testing, and Maintenance of Water-Based
Fire Protection Systems. Tt is fully
supervised. There is reliable, adequate
water supply for the system. Required
sprinkler systems ave equipped with water
flow and tamper switches, which are
electrically connected to the building fire
alarm system.

On 09/22/10 the Maintenance Director
placed the sprinkler systems accelerator
valve in the on position.

On 09/23/10 the Administrator educated the
Maintenance Director concerning the
responsibility of the facility to ensure
companies follow our expectations in
maintaining inspections and checks as they
relate to regulatory compliance.

The Maintenance Director is to keep a

checks are done timely. The Maintenance
Director will inspect the facility following
the guarterly inspection of the sprinkler
system Lo ensure the acceleratar valve is in
the on position following the inspection.
The Majntenance Director reports to the
monthly safety commitiee any discrepancies
found. The Safety Commiree consists of
the Payroll Clerk, Adminjstrator, Director of
Nursing, Housekeeping/Laundry Supervisor,
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standards shall be parmitted to be inspected -
‘monthly.

Exception No. 2: After any alterations or repairs,
an inspaction shall be made by the owner to
ensure that the system is in service and all valves
are In the normal position and properly sealed,
lacked, or eleatrically supervised.

9-3.3.2* The valve inspaction shall verify that the
valves are In the following condition:
{a) In the normal open of closed position
1(b) *Properly sealed, locked, or supservissed
(0) Accessible '
{d) Provided with appropriate wrenches
() Free from extarnal leaks
() Provided with appropriate identification

. and Dietary Manager. The Safety

Maintenance Director, Activities Director

Committee then forwards any concerns 10
the monthly CQI committee, consisting of
Housekeeping/Laundry Supervisor,
Maintenance Supervisor, Business Office
Manager, Dictary Manager, MDS
Coordinator, Staff Development
Coordinator, Activities Director and Social
Service Director for any needed follow-up. -
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